Provision of survivorship care for patients with haematological malignancy at completion of treatment: A cancer nursing practice survey study by Wallace, Ann et al.
This is the author’s version of a work that was submitted/accepted for pub-
lication in the following source:
Wallace, Ann, Downs, Erin, Gates, Priscilla, Thomas, Alison, Yates, Patsy,
& Chan, Raymond Javan
(2015)
Provision of survivorship care for patients with haematological malignancy
at completion of treatment: a cancer nursing practice survey study.
European Journal of Oncology Nursing, 19(5), pp. 516-522.
This file was downloaded from: https://eprints.qut.edu.au/81983/
c© Copyright 2015 Elsevier Inc.
Licensed under the Creative Commons Attribution; Non-Commercial; No-
Derivatives 4.0 International. DOI:
Notice: Changes introduced as a result of publishing processes such as
copy-editing and formatting may not be reflected in this document. For a
definitive version of this work, please refer to the published source:
https://doi.org/10.1016/j.ejon.2015.02.012
 1 
 
Title:  
Provision of survivorship care for patients with haematological malignancy at 
completion of treatment: a cancer nursing practice survey study  
 
Authors: 
Ann Wallacea, Erin Downsa, Priscilla Gatesb, Alison Thomas a,c, Patsy Yates a,c,d, 
*Raymond Javan Chan a,c,d 
aCancer Care Services, Royal Brisbane and Women’s Hospital, Herston, Queensland, 
Australia 
 bOlivia Newton-John Cancer and Wellness Centre, Austin Hospital, Heidelberg, 
Victoria, Australia 
cSchool of Nursing, Queensland University of Technology, Kelvin Grove, Queensland, 
Australia 
dInstitute of Health and Biomedical Innovation, Queensland University of 
Technology, Kelvin Grove, Queensland, Australia 
 
Author’s note: 
The authors have no conflict of interest to declare and no financial contributions were 
made towards this research. 
 
*Correspondence to:  
Dr Raymond Chan, 
Building 34, Level 2, Royal Brisbane and Women’s Hospital 
Butterfield St, Herston, QLD 4029 
Phone: t: +61 7 3646 5833 
 2 
 
Email address: Raymond.Chan@health.qld.gov.au (R.Chan) 
 3 
 
Abstract 
Purpose: Many haematological cancer survivors report long-term physiological and 
psychosocial effects, which persist far beyond treatment completion. Cancer services 
have been required to extend care to the post-treatment phase to implement 
survivorship care strategies into routine practice. As key members of the 
multidisciplinary team, cancer nurses’ perspectives are essential to inform future 
developments in survivorship care provision.  
Methods: This is a pilot survey study, involving 119 nurses caring for patients with 
haematological malignancy in an Australian tertiary cancer care centre. The 
participants completed an investigator developed survey designed to assess cancer 
care nurses’ perspectives on their attitudes, confidence levels, and practice in relation 
to post-treatment survivorship care for patients with a haematological malignancy.  
Results: Overall, the majority of participants agreed that all of the survivorship 
interventions included in the survey should be within the scope of the nursing role. 
Nurses reported being least confident in discussing fertility and employment/financial 
issues with patients and conducting psychosocial distress screening. The interventions 
performed least often included, discussing fertility, intimacy and sexuality issues and 
communicating survivorship care with the patient’s primary health care providers. 
Nurses identified lack of time, limited educational resources, lack of dedicated end-
of-treatment consultation and insufficient skills/knowledge as the key barriers to 
survivorship care provision.  
 Conclusion: Cancer centres should implement an appropriate model of survivorship 
care and provide improved training and educational resources for nurses to enable 
them to deliver quality survivorship care and meet the needs of haematological cancer 
survivors.   
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Introduction 
Over the years, advances in early detection, diagnosis and treatment of cancer have 
resulted in a rapidly growing cancer survivor population.  In the United States, five-
year survival rates have increased from 49% in the 1970’s to 67% in 2004 (Ness et al., 
2013).  Similarly promising survival rates have been achieved in Australia, with five-
year survival trends increasing from 47% in the 1980’s to approximately 66% for all 
cancers combined between 2006-2010(Australian Institute of Health and Welfare, 
2012). One of the most common forms of haematological cancers, non-Hodgkin 
lymphoma, demonstrated the largest absolute increase in five-year survival rates, 
increasing by 17% over the past two decades (Australian Institute of Health and 
Welfare, 2012). The overall prognoses for other common forms of haematological 
cancers are also promising, with 87% of cases of Hodgkin lymphoma and 
approximately 50% of leukaemia cases, surviving five years post diagnosis (Cancer 
Council Australia, 2014; The Leukaemia Foundation, 2008). However, having better 
survival prospects is only part of the journey for many cancer patients, as many 
continue to experience a myriad of acute, chronic and late effects of cancer and its 
treatment (Ness et al., 2013).There has been growing interest in improving the quality 
of survivorship care with improved focus on the health and life of a person with 
cancer during the post-treatment phase until the end of life(National Cancer Institute, 
2014).These efforts emphasise attention to the physical, psychosocial, and economic 
issues associated with cancer, that are beyond the diagnosis and treatment phases. The 
needs of families who are part of the survivorship experience are also being 
increasingly recognised (DoHA and Flinders University, 2009; Hewitt, 2005). 
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As many as 75% of cancer survivors experience physiological and psychosocial 
health deficits as a result of cancer and its treatment (Ness et al., 2013). Treatment of 
haematological cancers are often complex and can result in debilitating short- and 
long-term effects (Lobb et al., 2009).  Some of the physiological effects include 
pulmonary, cardiovascular and renal complications, infertility, recurrent infections, 
impaired organ function, functional impairments, pain, fatigue, malignancy recurrence 
and risk of subsequent malignancy (Hewitt, 2005; John and Armes, 2013; Tichelli, 
2008). Compared to the general population, haematological cancer survivors are at 
twice the risk of developing a secondary primary cancer (Loft, 2013). Psychosocially, 
survivors may face depression, anxiety, fear of relapse, reduced household income 
and associated financial stress, sexual dysfunction, relationship issues and limited 
capacity to engage in full-time employment, social activities and household duties 
(Jarrett et al., 2013; Stein et al., 2008). In addition to these physical and psychosocial 
effects, survivors have reported feelings of abandonment at the completion of 
treatment, with follow-up care rarely involving discussions addressing health 
promotional advice or psychosocial strategies to improve well-being (Committee on 
Cancer Survivorship: Improving care and quality of life, 2005; Lobb et al., 2009; 
Lotfi-Jam, 2009). Further, follow-up care is often fragmented and uncoordinated, with 
some cancer survivors receiving excellent follow-up care, whilst others are left to 
manage and seek resources as they are able (Lotfi-Jam, 2009).   
 
Given the issues highlighted above, the need for a survivorship paradigm shift had 
become evident. The Institute of Medicine (IOM) released a seminal report, From 
cancer patient to cancer survivor: Lost in transition, recommending and challenging 
healthcare providers to integrate survivorship care into practice. A key emphasis of 
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the report was that the transition from active to post-treatment care is critical to long-
term health and that post-treatment care should be conceptualised as comprising four 
key areas: prevention and detection of new and recurrent cancers, surveillance for 
cancer spread or recurrence, interventions for the physical, psychosocial and 
economic consequences of cancer and its treatment and coordination of care between 
providers(Hewitt, 2005). Several models for providing survivorship care were 
identified, including the suggestion “oncology nurses could play a key role” in the 
development and delivery of a survivorship care plan; a model of care which “appears 
to be promising”(Hewitt, 2005). Indeed, nurses have assumed essential roles in the 
provision of survivorship care across Europe and Australia, with a steady growth in 
the literature over the past decade suggesting these roles contribute positively towards 
post-treatment outcomes (de Leeuw and Larsson, 2013; Gates, 2009; Lee, 2008). 
Given nurses spend the greatest portion of time providing direct patient care and are 
central to any multidisciplinary effort in the delivery and coordination of survivorship 
care; the IOM suggests they “may be the best providers of survivorship care” 
(Tichelli, 2008).  The purpose of the current pilot study was to examine cancer nurse 
perspectives on the nursing responsibilities of survivorship care provision for patients 
with a haematological malignancy, which will inform the conduct of a large national 
study involving Australian cancer nurses and the feasibility of integrating the essential 
components of survivorship care into routine nursing care.  
 
Method 
Aims 
The aims of this pilot study were (i)to identify acute cancer care nurses’ perspectives 
on their attitudes (whether specific tasks associated with survivorship care should part 
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of the nursing role), confidence levels (how confident they are to deliver survivorship 
care), and practice(how often they deliver survivorship care) in relation to post-
treatment survivorship care for patients with a haematological malignancy; (ii) to 
examine nurses’ perspectives of barriers that impede their provision of survivorship 
care; and (iii) to examine if there are any relationships between nurses’ professional 
factors (years of cancer nursing experience, work setting, highest qualification) and 
attitude, confidence and frequency of  use of survivorship practices. 
 
Study design 
A prospective cross sectional survey design was used. Potential participants were all 
nurses caring for patients with haematological cancer in an Australian tertiary cancer 
care centre. Assistants in nursing or other non-regulated nursing staff were excluded 
from the study. We invited all eligible nurses (approximately 200 nurses) to 
participate in the study. At this cancer centre, the model of survivorship care was 
physician-led, with supportive care services provided by nursing and allied health 
staff. Further, survivorship care plans were not part of standard practice at this cancer 
centre. This study was approved by the Research Governance Office of the Royal 
Brisbane and Women’s Hospital as a low and negligible risk ethics research. 
 
Procedure 
All registered and enrolled nurses employed full- or part- time at the study site were 
invited to participate in this study. This study was discussed during in-service sessions 
as well as nursing leadership meetings. All eligible nurses were invited to participate 
by the investigators via email, or nursing unit managers and research assistants during 
their clinical handover time. The paper formatted study questionnaires were self-
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administered by participants. Participation in the study represented implied consent. It 
was emphasised that the survey was anonymous and that refusal to participate would 
not result in any negative or disciplinary consequences. Participants who completed 
the survey were given a free coffee voucher as an incentive.  
 
Measurement 
The 83-item survey questionnaire comprised three sections. Section 1consisted of 
minimum baseline characteristics (age, gender, years of experience in cancer nursing, 
highest qualification, work settings and main role), while Sections 2 and 3 included an 
inventory of common survivorship practices and barriers influencing survivorship 
practices respectively. Survey items for Sections 2 were generated from 
recommended survivorship practices identified in the IOM seminal report Lost in 
transition: From cancer patient to cancer survivor(Hewitt, 2005)and other literature 
relating to factors influencing behavioural change in health professionals(Michie et 
al., 2005). A total of 17 survivorship practices were included that were categorised 
into (i) intervention for consequences of cancer and its treatment; (ii) surveillance for 
cancer recurrence; and (iii) coordination of care (see Table 1). For each of these 
practices, separate likert scales were used to assess health professional’s confidence in 
delivering survivorship care, frequency of providing survivorship care and impeding 
factors (individual, organisation and professional) for optimal survivorship care. 
Section 3 comprised a list of 12 barriers for quality survivorship care provision to 
patients and 11 barriers for caregivers/family members. The selected barriers were 
also informed by the IOM report (Hewitt, 2005). Participants were asked to rate their 
level of agreement on whether each listed factor was impeding their survivorship care 
provision. They were also asked to provide any other barriers if they were not 
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included in the lists. Prior to distribution of the survey, face validity of the instrument 
was assessed by asking five cancer nurses to complete the survey and provide 
feedback on its suitability for the study purposes. Minor wording amendments were 
made according to the comments from the five cancer nurses. The survey took 
approximately 12-15 minutes to complete. 
 
Statistical Analysis 
All analyses were conducted using SPSS version 22. Descriptive statistics were 
calculated including means, standard deviations (or median and range if not normally 
distributed), and frequency distributions. Analysis of variance (ANOVA)was usedto 
explore relationships between a range of professional factors and the overall total 
outcome measures. The overall total scores for levels of agreement, confidence and 
frequency were the sum of all individual item scores. For missing data, available case 
analysis was performed. 
 
Results 
In total, a 60% response rate was achieved, with 119nurseswho participated in the 
survey. Of the 119 participants, six did not complete all parts of the survey, including 
two participants who did not complete the demographic information. The 
characteristics of these six participants appeared random. The mean age of 
participants was36.09 years, the majority being female (88.90%, n=104), with a 
bachelor’s degree as the highest qualification (68.4%, n=80), and over six years of 
experience in oncology nursing (72.7%, n=85). The majority of respondents spend 
more than 50% of their work time caring for haematological patients (73.4%, n=86), 
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providing direct clinical care (82.9%, n=97), with slightly more than half of 
participants (54.7%, n=64) working in inpatient settings (see Table 2). 
 
Attitude of nurses on the nursing role in survivorship care 
As shown in Figure 1, the majority (over 50% of participants) either somewhat agreed 
or totally agreed that each of the survivorship interventions listed were nursing tasks. 
Discussions with regards to who to contact with questions (94%, n=106); long-term 
effects (88%, n=99) and information on peer support groups (86.3%, n=98) achieved 
the highest agreement ratings. Ensuring patients have a schedule of follow-up 
appointments with primary healthcare (PHC) providers (54.7%, n=62); discussing 
employment and financial consequences of cancer and referring to support services as 
appropriate (56.4%, n=64); and communicating the survivorship care they delivered 
with the patient’s PHC providers (62.4%, n=71) achieved the lowest agreement 
ratings. 
 
The confidence levels of cancer nurses in survivorship care provision 
Overall, participants reported varying levels of confidence for the survivorship care 
interventions listed. As shown in Table 3, participants reported having the most 
confidence in ensuring the patient is given a follow-up appointment schedule with 
their haematologist M (SD) = 7.87 (2.30); informing the patient who they can contact 
with questions M(SD) = 7.61 (2.03); and discussing health diet recommendations with 
the patient M(SD) = 6.95 (2.13).In contrast, participants reported having the lowest 
confidence in providing survivorship care in the areas of discussing potential post-
treatment fertility issues M (SD) = 5.01 (2.48); discussing financial/employment 
issues and referring to appropriate supports M(SD) = 5.36 (2.42);and conducting 
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distress screenings to identify and refer psychosocially at-risk patients M (SD)= 5.53 
(2.48). 
 
Perceived frequency of survivorship care intervention delivery 
Table 4 illustrates the perceived frequency of survivorship care intervention delivery. 
The most often performed interventions reported by participants include, ensuring the 
patient has a follow-up appointment schedule with their haematologist M (SD) = 3.76 
(1.26), informing the patient about who to contact with questions M (SD) = 3.70 
(1.23) and providing information on the long-term physical side effects/late effects of 
treatment M (SD) = 3.15 (1.24). The least often performed interventions include 
discussing information on post-treatment fertility issues M (SD) = 2.13 (0.99), 
discussing intimacy and sexuality issues M (SD) = 2.24 (1.01) and communicating 
survivorship care with the patient’s PHC providers M (SD) = 2.21(1.16).  
 
Barriers to survivorship care provision 
As shown in Table 5, participants reported the most common factors impeding 
survivorship care provision to patients included, lack of time M (SD) = 2.48 (0.90), no 
dedicated end-of-treatment consultation M (SD) = 2.38 (1.05), and lack of 
knowledge/skills M (SD) = 2.06 (0.79). Similar responses were given for family 
survivorship care provision impediments, the most common of those being, lack of 
time M (SD) = 2.32 (0.88), no dedicated end-of–treatment consultation M (SD) = 2.25 
(1.04), lack of educational resources M (SD) = 1.97 (0.78) and lack of appropriate 
physical location (e.g. a quiet room) M (SD) = 1.97 (0.86).Participants were asked to 
add any other barriers, however, no participants added any other item to this section 
of the survey. 
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Relationships between nurses’ professional factors (years of cancer nursing 
experience, work setting, highest qualification) and survivorship attitudes and 
practices 
There were no significant associations between participants’ years of experience in 
cancer nursing or level of qualification and outcome measures including attitudes, 
confidence and survivorship care practices. Nurses working in the inpatient settings 
were more confident in delivering survivorship care interventions (p=0.43), and 
perceived that they delivered survivorship care more frequently (p=0.001) than nurses 
working in outpatient settings. However, there was no relationship between 
participants’ work setting (inpatient vs outpatient) and attitudes to survivorship care.  
 
Discussion 
To the best of our knowledge, this is the first survey study examining survivorship 
care attitudes and practices among cancer nurses in Australia. A response rate of 
60%in this study is high compared to other similar nurse practice surveys (Irwin et al., 
2011; Klemp et al., 2011; Lester et al., 2014). Whilst acknowledging that 
haematological cancer survivors with complex needs will continue to benefit from 
multidisciplinary care during the survivorship phase (Swash et al., 2014),the nature of 
patient needs and the size of the nursing workforce means that nurses should be 
recognised as key members of the survivorship care team. Findings of this study 
suggest that cancer nurses in this study embrace key aspects of survivorship care, 
including discussing relevant issues facing this population and delivering appropriate 
care. This was evidenced by the agreement of the majority of the participants that all 
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of the survivorship interventions included in the survey should be part of the nursing 
role.  
 
While all practices were seen to be part of the nurses’ role, findings of this study have 
identified some practices that were seen to be less relevant to nurses, including 
ensuring a schedule of follow-up appointments with primary healthcare (PHC) 
providers and communicating survivorship care with the patient’s PHC providers. 
These findings might reflect specific follow up practices for patients with 
haematological malignancies, who typically receive more intensive ongoing care at 
the tertiary cancer centre after aggressive treatment, than patients with most solid 
tumours. The role of the PHC provider may require further development in this 
context, as the efficacy of the shared care survivorship model between hospital and 
PHC providers has not been sufficiently tested, especially amongst the haematology 
population (Howell et al., 2012; Taylor et al., 2015). Despite this, for survivors who 
are in remission or those who are required to return to their localities after receiving 
treatment at the tertiary centre, communicating their survivorship care plans including 
their treatment summaries with their PHC providers would be critical. 
 
Amongst all the interventions listed in this survey, discussing concerns related to 
employment/financial issues achieved the lowest agreement as being within the 
nursing practice role. This finding is consistent with previous studies (Irwin et al., 
2011; Klemp et al., 2011). An online survey study of 470 cancer nurses reported that 
this topic was not a popular area of interest in gaining further education, despite 
recognising that they need greater knowledge on this subject and that cancer survivors 
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do indeed require assistance with employment and financial issues(Klemp et al., 
2011).  
 
The majority of participants also indicated lower levels of self-confidence in 
discussing fertility issues with patients, and less frequent discussions of fertility or 
sexuality compared to other practices. Similar findings have been reported in the 
literature (Kotronoulas et al., 2009). A systematic review of oncology nurse practices 
regarding sexual health care for cancer patients (Kotronoulas et al., 2009), concluded 
that cancer nurses often fail to address, assess and discuss sexuality and intimacy 
issues, including fertility, with their patients. Although achieving a cure or remission 
may consume much of the patient’s focus during treatment, upon reaching the 
completion phase, many survivors express an unmet need for assistance with 
resumption of this integral aspect of everyday life (Katz, 2005). Therefore, identifying 
and addressing the barriers towards enabling nurses to provide this aspect of care is 
essential.  
 
The study has also identified a number of key barriers towards the provision of 
survivorship care that need to be addressed in future models of care. The barriers 
identified directly impact upon how often nurses deliver survivorship care 
interventions (Kotronoulas et al., 2009; Lester et al., 2014). These barriers include a 
lack of a dedicated end-of-treatment consultation, time, knowledge/skills, and 
educational resources.  
 
Interestingly, our findings suggested that neither years of experience in cancer nursing 
or highest qualification (with or without a post-graduate qualification) make a 
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difference to the confidence of cancer nurses and frequency of care provision. Rather, 
those who worked in the inpatient setting perceived themselves to be more confident 
and to deliver survivorship care more frequently than the participants working in the 
outpatient setting. These results are inconsistent with previous findings from two 
American survey studies (Irwin et al., 2011; Lester et al., 2014), indicating that more 
experienced or more educated cancer nurses were more likely to and had more 
knowledge to deliver survivorship care. A potential reason for this discrepancy may 
be that survivorship care was introduced into the training and practices in the United 
States earlier than in Australia where quality survivorship care has only recently 
gained momentum and attention (Gates, 2009; Jefford et al., 2008). Future research 
using qualitative methods to examine the potential reasons for this discrepancy would 
be useful for informing educational strategies. 
 
Implications 
While nurses in this study demonstrated generally positive attitude to survivorship 
care for haematological cancer patients, this study has highlighted discrepancies 
between role perception, practice, and the IOM recommendations that reflect 
potentially important barriers to providing coordinated, comprehensive survivorship 
care. In particular, areas of practice that were implemented less frequently and were 
seen to be less important by nurses, highlight what may be critical gaps if these 
aspects of care are not adequately addressed by other members of the health care 
team. Health service providers need to clearly delineate whose role it is to provide 
various aspects of survivorship care, so that all aspects of care are attended to(King et 
al., 2008). The IOM recommends that comprehensive care plans be made available to 
oncologists, PHC providers, nurses and patients to overcome these challenges.  It is 
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recommended that such care plans should consist of a schedule of follow-up 
appointments, strategies to manage the consequences of cancer and its treatment, 
health promotion strategies, referral pathways and a list of supportive services 
(Hewitt, 2005; Lotfi-Jam, 2009).  Based on the findings of this study, nurses may be 
well placed to coordinate the development of such care plans in collaboration with 
other members of the health care team. 
 
This study has also identified areas of nurses’ practice that may require further 
development.  Indeed, it is recognised that nurses would be more likely to deliver the 
care if they are confident of their knowledge, and if educational materials were readily 
available to both themselves and patients (Kotronoulas et al., 2009). Training of all 
cancer care professionals in survivorship care at all levels is required, (Committee on 
Cancer Survivorship: Improving care and quality of life, 2005; Hewitt, 2005; Irwin et 
al., 2011; Lotfi-Jam, 2009; National Coalition for Cancer Survivorship, 1996) and this 
study highlights the value of such education for the nursing workforce. Educators 
should consider a system-approach to ensure that knowledge and skills of 
survivorship care provision are a core component of all entry training for novice 
cancer nurses and a core competency of any specialist cancer nurses.  
 
Findings from the study also emphasise that changes to the service system are 
required if survivorship care for haematology patients is to be improved.  Nurses in 
this survey clearly identified major barriers to care included organisational and 
resourcing factors that limited their time to attend to such aspects of care.  Service 
providers need new models of care that enable the integration of survivorship care 
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into practice despite a busy work environment (Institute of Medicine The Lance 
Armstrong Foundation and The National Cancer Institute, 2006).   
 
Limitations 
This was a pilot study involving a single discipline from a single cancer centre. 
Results, therefore, cannot be generalised to all cancer nurses in Australia. Six 
participants did not complete some sections of the survey, however, given this small 
number, we do not expect this would have significantly impacted the overall results of 
the study. Despite these limitations, this study provided data to inform institutional 
improvement initiatives to empower the nursing workforce to take a lead in improving 
survivorship care. The survey instrument was developed for the purpose of the current 
pilot study and has not been tested. A validated and reliable instrument was not 
available in the literature. A subsequent national study with a sufficient sample will 
allow further testing of the instrument (Charter, 1999, 2003; Floyd and Widaman, 
1995).  
 
Conclusion 
There is a need for providing high quality survivorship care for patients with a 
haematological malignancy. In order to provide coherent and quality survivorship 
care, a number of issues require addressing. At the institutional level, an appropriate 
and feasible model of survivorship care needs to be established. The model of care 
should seek to eliminate barriers such as lack of educational materials, time, end-of-
treatment dedicated consultation, and lack of clarity on the roles of cancer nurses in 
survivorship care. At the professional level, cancer nurses need to recognise the 
importance of survivorship care and be empowered with appropriate skills and 
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knowledge to provide quality survivorship care. Further research should examine the 
perspectives of different members of the multidisciplinary team. 
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Table 1 
Survivorship care items included in the questionnaire 
Intervention for consequences of cancer 
and its treatment 
 
 
 
For each survivorship care items, three 
questions below were asked: 
1. The levels of agreement amongst 
health professionals on whether the 
care should be their responsibility 
(likert) 
 Totally disagree 
 Somewhat disagree 
 Don’t know 
 Somewhat agree 
 Totally agree 
 
2. The levels of confidence of health 
professionals in delivering the care 
(Numeric analogue scale) 
 0= cannot do at all 
 10= Highly certain can do 
 
3. The levels of frequency of providing 
survivorship care by health 
professionals  
4. (likert) 
 Never  
 Occasionally 
 Often 
 Very often 
 All of the time 
 
1. Discuss information on peer support 
groups available for patients after 
treatment 
2. Conduct distress screening with 
patients to identify psychosocial risks 
and refer to supports 
3. Discuss sexuality and intimacy issues 
patients may face after treatment 
4. Discuss fertility issues patients may 
face after treatment 
5. Discuss long term physical side 
effects/late effects of treatment 
6. Discuss information on exercise and 
physical activity after treatment 
7. Discuss with the patient, healthy diet 
recommendations 
8. Discuss information on health 
behaviours 
9. Discuss information on managing at 
home/getting help with household 
tasks 
10. Discuss employment and financial 
consequences of cancer and refer to 
supports 
Surveillance for cancer recurrence 
11. Discuss how to identify signs of 
cancer recurrence 
Coordination of care 
12. Link the patient with appropriate 
supportive services 
13. Discuss who to contact with 
questions 
14. Communicate survivorship care with 
multidisciplinary team 
15. Communicate survivorship care with 
primary healthcare team (i.e. GP).  
16. Ensure follow-up appointment 
schedule with haematologist  
17. Ensure follow-up appointment 
schedule with primary healthcare 
provider  
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Table 2 
Characteristics of the respondents (n = 117) 
 M SD 
Age  36.09 9.53 
 N % 
Sex 
Female 
 
104 
 
88.90 
Years of experience in oncology nursing 
<1year 
1-5 years 
6-10 years 
11-20 years 
>20 years 
 
11 
21 
38 
34 
13 
 
9.40 
17.90 
32.50 
29.10 
11.10 
Highest qualification 
Hospital certificate 
Diploma 
Bachelor 
Graduate certificate/diploma 
Masters 
 
3 
4 
80 
22 
8 
 
2.6 
3.4 
68.4 
18.8 
6.8 
Work Status 
Full time 
Part-time 
 
44 
73 
 
37.6 
62.4 
Proportion of work time spent caring for 
haematological patients 
100% 
>75% 
50-75% 
<50% 
 
 
39 
21 
26 
31 
 
 
33.3 
17.9 
22.2 
26.5 
Work area 
Haematology ward 
Cancer care ward 
Oncology clinic/procedural unit  
Day chemotherapy unit 
Radiation treatment unit 
Oncology Directorate 
Bone Marrow Transplant 
coordination 
 
40 
24 
16 
21 
8 
3 
5 
 
34.2 
20.5 
13.7 
17.9 
6.8 
2.6 
4.3 
Main role 
Direct clinical 
Managerial/administrative 
Education 
Research/clinical trials 
Other 
 
97 
8 
2 
7 
3 
 
82.9 
6.8 
1.7 
6.0 
2.6 
Note. Two participants did not complete this part of the survey   
 
 
 
 
 
 
 25 
 
Table 3 
The perceived confidence levels associated with survivorship care interventions 
(n=117) 
 M SD 
Intervention for consequences of cancer and its treatment   
Discuss information on peer support groups 6.03 2.30 
Conduct distress screening 5.53 2.48 
Discuss sexuality issues 5.67 2.55 
Discuss fertility issues 5.01 2.48 
Discuss long term physical effects 6.57 2.33 
Discuss exercise and physical activity 6.72 2.35 
Discuss healthy diet recommendations 6.95 2.13 
Discuss health behaviours 6.82 2.37 
Discuss management at home 6.79 2.02 
Discuss employment and financial issues 5.36 2.42 
Surveillance for cancer recurrence   
Discuss how to identify signs of cancer recurrence 5.83 2.40 
Coordination of care   
Link the patient with appropriate supportive services 6.46 2.30 
Discuss who to contact with questions 7.61 2.03 
Communicate survivorship care with multidisciplinary team 6.62 2.39 
Communicate survivorship care with primary healthcare team 
(i.e. GP).  
5.73 2.66 
Ensure follow-up appointment schedule with haematologist  7.87 2.30 
Ensure follow-up appointment schedule with primary 
healthcare provider  
6.12 2.80 
Note. 0= cannot do at all and 10=highly certain can do
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Table 4 
The perceived frequency of survivorship care provision (n=117) 
 M SD 
Intervention for consequences of cancer and its treatment   
Discuss information on peer support groups 2.70 1.09 
Conduct distress screening 2.50 1.12 
Discuss sexuality issues 2.24 1.01 
Discuss fertility issues 2.13 0.99 
Discuss long term physical effects 3.15 1.24 
Discuss exercise and physical activity 3.03 1.11 
Discuss healthy diet recommendations 3.09 1.20 
Discuss health behaviours 2.86 1.16 
Discuss management at home 3.12 1.11 
Discuss employment and financial issues 2.28 1.11 
Surveillance for cancer recurrence   
Discuss how to identify signs of cancer recurrence 2.46 1.19 
Coordination of care   
Link the patient with appropriate supportive services 2.99 1.19 
Discuss who to contact with questions 3.70 1.23 
Communicate survivorship care with multidisciplinary team 2.86 1.26 
Communicate survivorship care with primary healthcare team  2.21 1.16 
Ensure follow-up appointment schedule with haematologist  3.76 1.26 
Ensure follow-up appointment schedule with primary healthcare 
provider  
2.31 1.26 
Note.0 = never, and 5 = all the time 
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Table 5 
Impeding factors for patient and family care provision (n=117) 
 M SD 
Patient care provision   
Lack of time 2.48 0.90 
Lack of knowledge/skills 2.06 0.79 
Lack of educational resources 1.95 0.83 
Lack of appropriate physical location 1.98 0.90 
Lack of nurse interest 1.19 0.52 
Do not know when treatment completion is due 1.82 0.84 
Do not know the patient’s position on disease trajectory 1.86 0.77 
Patient’s lack of interest 1.78 0.62 
Communication barriers with patient 1.54 0.53 
Survivorship care does not impact patient positively 1.17 0.49 
No dedicated end-of-treatment consultation 2.38 1.05 
Not a priority for the organisation 1.70 0.84 
Family care provision   
Lack of time 2.32 0.88 
Lack of knowledge/skills 1.91 0.75 
Lack of educational resources 1.97 0.78 
Lack of appropriate physical location 1.97 0.86 
Lack of nurse interest 1.16 0.47 
Do not know when treatment completion is due 1.87 0.82 
Families’ /caregivers’ lack of interest 1.70 0.56 
Communication barriers with family/caregiver 1.60 0.54 
Survivorship care does not impact family positively 1.18 0.52 
No dedicated end-of-treatment consultation 2.25 1.04 
Not a priority for the organisation 1.66 0.76 
Note.0 = not at all, 4 = a great deal 
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Figure 1. 
Percentage of participants who either somewhat agree or totally agree that 
survivorship care item is a nursing role (n=113) 
 
 
